Open abdomen in trauma patients: a double-edged sword by unknown
PERSPECTIVE Open Access
Open abdomen in trauma patients: a
double-edged sword
Yu-hua Huang and You-sheng Li*
Abstract
The use of open abdomen (OA) as a technique in the treatment of exsanguinating trauma patients was first
described in the mid-19th century. Since the 1980s, OA has become a relatively new and increasingly common
strategy to manage massive trauma and abdominal catastrophes. OA has been proven to help reduce the mortality
of trauma. Nevertheless, the OA method may be associated with terrible and devastating complications such as
enteroatmospheric fistula (EAF). As a result, OA should not be overused, and attention should be given to critical
care as well as special management. The temporary abdominal closure (TAC) technique after abbreviated
laparotomy was used to improve wound healing and facilitate final fascial closure of OA. Negative pressure
therapy (NPT) is the most commonly used TAC method.
Keywords: Open abdomen, Abdominal compartment syndrome, Damage control, Enteroatmospheric fistula,
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Introduction
The use of open abdomen (OA) as a technique to man-
age exsanguination of trauma patients was first de-
scribed by Ogilvie [1] in 1940 during World War II, but
not much attention was paid to it until the 1980s. In
1983, Stone et al. [2] reported that abbreviated laparot-
omy with abdominal tamponade using sponges and with
the abdomen left open was an effective technique to
control organ injury and improve the survival rate. Later,
Rotondo noted that repairing all the injuries no longer
benefited patient with multi-organ and severe vascular
injuries, and the term “damage control” was put forth in
1993 [3]. Since that time, the OA approach has been
used for both military and civilian trauma cases and has
undergone significant development. In addition, OA use
is not limited to trauma and has been extended to the
management of emergency general surgery, vascular sur-
gery, intra-abdominal sepsis and acute pancreatitis [4].
During the initial operation and resuscitation, the
presence of the lethal triad of hypothermia, acidosis and
coagulopathy may contribute to high mortality in major
abdominal trauma patients. The concept of OA – not
closing the abdominal fascia during the initial
laparotomy – operates under the principle of damage
control, which emphasizes the importance of an abbrevi-
ated laparotomy focused on rapid control of hemorrhage
and gastrointestinal contamination without extensive
procedures on physiologically unstable patients [5]. After
laparotomy, the abdomen is temporarily closed by a
temporary abdominal closure (TAC) technique without
formal fascial approximation in the midline. The definitive
surgery along with the attempt to close the abdomen is
performed later, only after the patient’s physiology is nor-
malized [6].
Although OA is life-saving for some trauma patients,
these patients are faced with a number of problems and
challenges. The high risk of enteroatmospheric fistula
(EAF) formation, for which the mortality rate is still as
high as 40 % [7], is the biggest problem. Moreover, fluid
loss due to an open peritoneal cavity, electrolyte abnor-
malities, and the large ventral hernia should also be
taken into consideration. The management of the large
open wound, the goal to definitively close the abdomen,
and the specialized nutrition support are all challenges
challenge for doctors and nurses.
In this review, we present a perspective on the indica-
tions, advantages and complications of OA in critically
ill trauma patients. The prevention and management of
complications are also included.
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Who needs the OA technique?
Up to 25 % of trauma laparotomies need OA manage-
ment [8]; however, OA should not be abused because of
its significant complications. There is a lack of a system-
atic approach in the management of such a serious sur-
gical problem. The decision to use OA and TAC is not
standardized; it is still dependent on the individual sur-
geon and his or her experience, so the OA may not
prove beneficial for patients in some case series [9]. The
following are common indications for OA in trauma
patients.
Abdominal Compartment Syndrome (ACS)
ACS is a lethal complication of intra-abdominal hyper-
tension (IAH) in trauma patients and is defined by the
World Society of the Abdominal Compartment Syn-
drome (WSACS) as an intra-abdominal pressure (IAP)
of >20 mmHg with clinical signs of new organ dysfunc-
tion/failure [10]. IAH is defined by a sustained or re-
peated pathological elevation of IAP >12 mmHg. In
2013, the WSACS recommended an IAH grading system
from I to IV to indicate increasing severity of IAH [11].
The prevalence of ACS in major trauma patients is ap-
proximately 30 %, with the mortality rate as high as
60 % [12]. Post-injury ACS has been an independent risk
factor for death in critically ill trauma patients and is
classified into primary ACS (associated with injury or
disease in the abdominopelvic region) and secondary
ACS (not originating from the abdominopelvic region)
[11]. The essential reasons for multi-organ dysfunction
in ACS are the decreased organ perfusion and compro-
mised venous return due to increasing intra-abdominal
pressure [13].
Surgical decompression by OA is a standard treatment
for ACS. After decompression, management of the OA
is continued with temporary closure, and frequent moni-
toring of IAP is essential, as subsequent massive resusci-
tation can cause recurrent ACS even with OA [14].
Aside from already identified cases of ACS, when the
IAP ≥25 mmHg and ACS is likely, decompressive lapar-
otomy and OA should also be considered [4].
Damage control
Over the past few years, damage control has evolved and
is used widely as an acceptable technique to manage ab-
dominal emergencies in trauma patients [15]. OA is crit-
ical to damage control because the continuous fluid
resuscitation in conjunction with abdominal packing can
lead to ACS. For example, in cases of abdominal pene-
trating or blunt injury involving hepatic, non-hepatic, or
vascular injuries with intra-abdominal packing, the use
of OA should be considered, and an early decision to
truncate a definitive operation should be made as soon
as possible [4]. Recently, Steven et al. [16] found that
trauma patients in need of a damage control laparotomy
who develop acidosis, coagulopathy, and hypothermia
are at risk of IAH and ACS and require OA. The final
stage of damage control lies in abdomen closure, but the
patients must be selected carefully to prevent the occur-
rence of IAH [17].
Intra-abdominal infection
Infection and sepsis-associated complications are major
causes of late mortality for trauma patients. When a sin-
gle laparotomy is not enough to control the source of in-
fection, OA remains a mainstay therapy to ease return
to the peritoneal cavity, removal of necrotic tissue and
effective drainage [18]. However, given that the potential
complications of OA may negate its benefit in control-
ling infection, this option should not be overused [19].
Benefits of OA
Several studies have shown improved mortality in se-
verely injured patients treated with damage control
laparotomy; this improved mortality is thought to be as-
sociated with better ICU care and increased OA use
[20]. The OA is considered an important method to
treat physiologically unstable trauma patients, and its
benefits have been well recognized. The OA technique
helps to prevent IAH and ACS [21] and avoids all the
problems of closure under tension. Decompression can
frequently lead to good physiological response, and the
reported survival rates range from 33 % to as high as
100 % [22]. These positive results are due to decreased
intra-abdominal pressure and improved organ oxygen
supply. Despite the initial good result, the outcome may
be still poor in some cases because of the reperfusion
injury with delayed decompression. With earlier recogni-
tion and immediate OA, the patients who are decom-
pressed within 24 h reach higher survival rates than
those who are decompressed after 48 h [12].
After restoration of the physiologic envelope in trauma
patients, planned or on-demand re-laparotomy may be
necessary for additional surgical procedures or for
infection control in stable patients. The OA technique
enables repeated access to the peritoneal cavity for re-
operation and repeated debridement of nonviable tissue
and infected peritoneal fluid both in the operating room
and at the bedside [23]. Furthermore, OA facilitates the
damage control procedure by avoiding the step of re-
opening the abdomen, and the patient is free from a sec-
ond surgical procedure.
In addition, OA preserves the unviolated abdominal
fascia for subsequent closure [14] because the muscle
and fascial layers do not need to be sutured and incised
again, thereby minimizing the damage to the fascia.
The earlier identification of intra-abdominal complica-
tions and accurate judgment of infection and inactive
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intestinal tract secondary to trauma can also be achieved
in OA patients.
Major complications of OA
EAF
EAF is defined as the occurrence of a fistula in the
exposed bowels of an OA patient, which leads to an
abnormal communication between the intra-abdominal
gastrointestinal tract and atmosphere [24]. The inci-
dence of EAF in trauma patients with OA ranges from 2
to 42.4 % [25]. A higher rate of EAF occurrence (12.1 %)
is observed in septic OA than in non-septic OA (3.7 %)
patients [26]. It is well recognized that the possibility of
EAF development increases as the time from damage
control surgery to definitive abdominal closure is pro-
longed [27].
The etiologies of EAF are various. OA forces the bowels
to be exposed to an open environment and therefore puts
them under the danger of fistula formation. The condi-
tions necessitating the surgery can increase the risk of
fistula; these include persistent abdominal infection, anas-
tomotic leakage, ongoing bowel ischemia, and distal bowel
obstruction [27]. EAF arises as a result of adhesion of the
bowels to themselves or to the fascia because of inappro-
priate management. The use of a synthetic mesh for TAC
and bridge repair is also related to EAF formation. Poly-
propylene meshes have been shown to lead to unaccept-
ably high rates of fistula formation [28]. Furthermore,
frequent complicated abdominal dressing changes and re-
operation may lead to mechanical injury to the bowels
and cause fistula [24]. A multicenter prospective study
found that large bowel resection, large volume fluid resus-
citation, and an increasing number of abdominal re-
explorations were significant predictors of EAF in patients
with OA [29].
EAF is regarded as one of the most devastating compli-
cations of OA and is a nightmare for patients, with a re-
ported mortality of over 40 % [30]. The absence of a
fistula tract and the lack of well-vascularized surrounding
tissue are specific characteristics of EAF [31]. As a result,
the spontaneous healing of EAF is nearly impossible. Lo-
cation and fistula output are factors crucially affecting the
prognosis and spontaneous closure of the EAF. Distal and
low-output EAFs may have a high spontaneous closure
rate [32]. The unhealed EAF has to be treated by re-
operation, which delays the closure of OA and increases
the risk of developing other complications. Moreover, as
re-operations are more frequent after OA, new EAF for-
mation can occur, thus creating a vicious cycle.
The location of EAF within an OA results in spillage
of enteric content directly into the open peritoneal cavity
and causes uncontrolled infection and intra-abdominal
abscess, especially in deep and high-output fistula. The
absorption of a large amount of toxic and infected fluid
by the peritoneum leads to sever sepsis and even septic
shock as well as multi-organ dysfunction [33], which sig-
nificantly increases the mortality rate. Therefore, deep
EAF is considered a surgical emergency because of the
ongoing peritonitis and should be managed immediately
[32]. Additionally, persistent infection usually contrib-
utes to the formation of dense adhesions between the
peritoneum and the viscera, increasing the difficulty of
subsequent operations and the risk of damage to the
bowels. Edema of the bowels is also observed as a result
of abdominal infection, leading to paralytic ileus and
ACS. Superficial EAF drains on top or to the side of the
granulating abdominal wound [27] and causes septic
wound complication, resulting in the fascial closure be-
coming difficult and even impossible.
The continued loss of intestinal fluids rich in electro-
lytes through an EAF causes electrolyte and acid–base
disturbances and worsens dehydration because of exces-
sive fluid loss from the exposed surface of OA. Further-
more, all or some of the proteins reabsorbed by the
small bowel are likely to be lost through the fistula [33].
This loss, along with protein loss from the OA itself, hy-
percatabolism associated with underlying disease, and
decreased uptake of food, results in patients with EAF
usually presenting with hypoalbuminemia and malnutri-
tion. This ultimately puts patients under the risk of se-
vere infection and negatively influences their recovery.
Malnutrition has become a leading cause of death in pa-
tients with fistula.
Chronic/planned ventral hernia
OA patients carry a potential risk of ventral hernia forma-
tion. The incidence of chronic ventral hernia ranges from
13 to 80 %, depending on the patient’s individual charac-
teristics and the different institutional practices [34]. Once
it has been determined that the abdominal fascia will not
come together during the first hospitalization because of
fistula formation, large fascial defect and loss of abdominal
wall tissue, a planned ventral hernia is considered [35].
The use of a split-thickness skin graft and skin flap can re-
sult in ventral hernia [36]. Though these patients may
have the hernia repaired by abdominal wall reconstruction
during the second hospitalization, the planned ventral her-
nia has a negative impact on them both physically and
psychologically. A recent guideline has developed an orga-
nized evidence-based approach to the management of the
elective repair of the planned ventral hernia [37]. The re-
currence rates of hernia vary depending on the method of
repair and the length of follow-up. A 15-year follow-up
study demonstrated a recurrence rate of 14 % for all
methods, and the modified components separation tech-
nique without prosthetics was associated with a lower rate
of hernia recurrence (5 %) [38]. Large ventral hernias may
be associated with prolonged recovery due to physical
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discomfort or loss of function [34]. If the ventral hernia is
complicated by the presence of fistula, even worse out-
comes may occur, which limit the patients’ functional
status [39]. Studies have observed that patients with large
chronic ventral hernias show persistent significant impair-
ment of activity, productivity, and quality of life [40].
Management of OA and its complications
Temporary closure by negative pressure therapy (NPT)
Regardless of the type of complication, the prolonged
exposure of the peritoneal viscera with no or inappropri-
ate coverage is the root. The final goal of management
of OA is achieving definitive fascial closure without po-
tential risk of ACS to prevent complications. In these
circumstances, the TAC technique is necessary. How-
ever, clinical experience demonstrates that just coverage
of the exposed viscera by traditional TAC is no longer
sufficient. At present, NPT has become a standardized
method, and also the most extensively used method for
TAC, because of its advantages in facilitating final ab-
dominal closure. The first generation of NPT was re-
ported by Brock et al. [41] and was called Vacuum
Packing (VP). In the VP technique, a fenestrated poly-
ethylene sheet is placed beneath the peritoneum and
covers all the peritoneal viscera. Then, a moist sterile
surgical towel is placed over the polyethylene sheet and
folded to fit inside the wound. Next, two 10-French flat
silicone drains are put on the top of towel and con-
nected to the suction source. Finally, the whole wound is
sealed with an adhesive polyester drape. This design is
also called a “sandwich;” the inner layer of polyethylene
sheet serves as a barrier and prevents the adhesion, the
drains apply the negative pressure, and the towel and
suction allow the remove of toxic peritoneal fluid [42].
In addition, it also allows for safe movement and prone
positioning of the patients [4]. The VP has led to an evolu-
tion in the management of OA, with a high rate of pri-
mary fascial closure [43, 44] and a low rate (5 %) of
complications with intestinal fistula formation [45]. VP
has been commercialized by KCI as the Vacuum Assisted
Closure (VAC) Abdominal Dressing System. The VAC
system replaces the absorptive towel in the middle layer of
VP with an absorptive polyurethane sponge [23]. The
degree of negative pressure is controlled by an external
computerized vacuum device, and fluid is collected in a
container [22]. The VAC system does well in promoting
wound healing, reducing bowel edema and approximating
the edges of the fascia, therefore facilitating the final clos-
ure of abdominal wall. For trauma patients with OA, VAC
is the most commonly used technique and has the highest
delayed primary closure rates [46]. A prospective study
reported the definitive fascial closure rate to be as high as
88 %, with a mean time to closure of 9.5 days [47]. When
managing OA with VAC and mesh-mediated fascial
traction, the final abdominal closure rate rose to 89 and
93 % in three separate studies [48–50]. A new generation
of NPT, the ABThera system, has also been developed
[51], and it has the added advantage that the inner sponge
has six extensions that can extend to the ends of the plas-
tic sheet to facilitate more effective evacuation of periton-
eal fluid [52]. Compared with VP, the ABThera system has
higher 30-day primary fascial closure rates and lower 30-
day all-cause mortality [53]. Nevertheless, some points
need to be kept firmly in mind when using NPT. Firstly,
the negative pressure should be set individually, in that
high negative pressure may aggravate bleeding. Secondly,
polyurethane foam should never be placed directly in
contact with the bowels; a non-adherent layer is always
between them. Thirdly, bladder pressure is monitored
regularly for development of ACS [51].
Management of EAF
The management of EAF remains a great challenge, and
the most important principle is prevention. The exposed
bowels should be protected by a covering of a biologic
mesh or other non-adherent material, and exposed
viscera must not come into direct contact with the non-
absorbable mesh. Dressing changes and re-entry into the
peritoneal cavity should be limited to experienced care
providers who are familiar with the wound [54]. Finally,
surgeons should always keep in mind the goal of achiev-
ing definitive fascial closure to shorten the exposure
time [27].
However, prevention is not always achieved. Faced
with the occurrence of EAF, source control and elimin-
ation of ongoing contamination of the peritoneal cavity
and wound are essential for survival. The best solution
to control the effluent is exteriorization of the fistula
and surgical intestinal diversion proximal to a distal fis-
tula [54]. If proximal diversion is not possible because of
bowel edema and mesenteric shortening, converting the
EAF to an enterocutaneous fistula is considered. It can
divert the fistula effluent and develop a fistulous tract
[55]. The isolation of intestinal content by a “floating
stoma” can also be performed. It is accomplished by su-
turing the edges of the holes in the gut to the plastic silo
used for temporary coverage. In this way, a controlled
fistula resembling a stoma is formed, and source control
is achieved. Importantly, the ongoing insult to the peri-
toneal cavity is stopped until the granulation of the vis-
cera allows for skin grafting [56]. Appropriate use of
NPT can also achieve effective control of the spillage of
intestinal contents and protection of surrounding tissues
and exposed bowels [57]. Tavusbay and colleagues [58]
reported the treatment of seventeen patients with EAF
by NPT with an average duration of 43.6 days. Of the pa-
tients, four patients achieved nonsurgical spontaneous
closure of the fistulae, and six patients had final successful
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definitive fascial closure, while eight patients (44.4 %) died
due to intra-abdominal infections and sepsis. No NPT-
associated complications were observed. Another case re-
port also showed the advantages of isolation techniques
by NPT in managing wounds with EAF [59]. A modifica-
tion of NPT called the “baby bottle nipple method” has
been designed; it is said to have the potential to provide
both control of the fistula effluent and accurate measure-
ment and collection of the subsequent output [22, 60]. On
rare occasions, biological repair materials, such as fibrin
glue, human acellular dermal matrix (HAMD) and split-
thickness skin graft, are used to seal the EAF; however,
they are only suitable for small and low-output fistulas,
and their success rate is low [24].
The correction of fluid and electrolyte imbalances is
critical for these patients. The amount of supplied fluid
should cover the estimated fistula output as well as
losses due to fever and sepsis [6, 27]. Likewise, replace-
ment fluid selection should be based on the electrolyte
composition and tonicity of the intestinal fluid losses [6].
Receiving enough nutrition, but not being overfed, is an-
other important point for patients. Caloric and protein
requirements in patients with a high-output fistula may
reach 30 kcal/kg/d and 1.5–2.5 g/kg/d, respectively [61].
The conventional route for nutrition support is paren-
teral nutrition according to the concept of “bowel rest.”
However, enteral nutrition should be administered in ap-
propriate stable patients despite its potential difficulty
and challenges [22]. Jianyi et al. [33] have studied the
effect and safety of EN in nine patients with EAF. The
results were satisfactory in that EN was successfully im-
plemented in all patients, and all of them were liberated
from PN upon hospital discharge; only one patient had a
feeding-associated complication (ileus). The results showed
that EN could be safely implemented in EAF patients;
however, research on a larger population is required. In
addition, the length and function of residual bowel
segments should be assessed to ensure adequate ab-
sorption of enteral nutrients and avoid ileus due to
bowel immobility [33].
The ultimate surgical correction with fistula resection
should be delayed until the patients are clinically stable,
of good general status, and free of infection. The final
surgery often requires complex abdominal wall recon-
struction, which may be 6–12 months after the initial
laparotomy [32].
Conclusions
The list of indications for use of OA in trauma patients
has expanded from life-saving decompression of ACS and
damage control to intra-abdominal sepsis secondary to
trauma. OA has become an important tool for managing
physiologically unstable patients requiring urgent abdom-
inal surgery. However, OA-associated complications are a
still great burden and present challenges both for the sur-
geons and patients; of these complications, EAF is most
devastating. The prevention of EAF is essential. Effluent
control and nutrition support are key points in managing
a developed EAF. As definitive abdominal closure without
occurrence of ACS is fundamental to reduce complica-
tions, NPT has become a popular TAC technique due to
its high fascial closure rate.
Abbreviations
ACS: abdominal compartment syndrome; EAF: enteroatmospheric fistula;
HAMD: human acellular dermal matrix; IAH: intra-abdominal hypertension;
IAP: intra-abdominal pressure; NPT: negative pressure therapy; OA: open
abdomen; TAC: temporary abdominal closure; VAC: vacuum assisted closure;
VP: vacuum packing; WSACS: world society of the abdominal compartment
syndrome.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
YHH drafted the manuscript with important intellectual input. YHH and YSL
critically reviewed and revised the manuscript. Both authors read and
approved the final manuscript.
Received: 3 June 2015 Accepted: 17 March 2016
References
1. Ogilvie WH. The late complications of abdominal war-wounds. Lancet.
1940;2:253–6.
2. Stone HH, Strom PR, Mullins RJ. Management of themajor coagulopathy
with onset during laparotomy. Ann Surg. 1983;197:532–5.
3. Rotondo MF, Schwab CW, McGonigal MD, Phillips GR, Fruchterman TM,
Kauder DR, Latenser BA, Angood PA. ‘Damage control’: an approach for
improved survival in exsanguinating penetrating abdominal injury. J
Trauma. 1993;35:375–82.
4. Diaz Jr JJ, Cullinane DC, Dutton WD, Jerome R, Bagdonas R, Bilaniuk JW,
Collier BR, Como JJ, Cumming J, Griffen M, Gunter OL, Kirby J, Lottenburg L,
Mowery N, Riordan WP Jr, Martin N, Platz J, Stassen N, Winston ES. The
management of the open abdomen in trauma and emergency general
surgery: part 1—damage control. J Trauma. 2010;68:1425–38.
5. Higa G, Friese R, O'Keeffe T, Wynne J, Bowlby P, Ziemba M, Latifi R,
Kulvatunyou N, Rhee P. Damage control laparotomy: a vital tool once
overused. J Trauma. 2010;69:53–9.
6. Friese RS. The open abdomen: definitions, management principles, and
nutrition support considerations. Nutr Clin Pract. 2012;27:492–8.
7. Becker HP, Willms A, Schwab R. Small bowel fistulas and the open
abdomen. Scand J Surg. 2007;96:263–71.
8. Miller RS, Morris Jr JA, Diaz Jr JJ, Herring MB, May AK. Complications after
344 damage-control open celiotomies. J Trauma. 2005;59:1365–71.
9. Kreis BE, de Mol van Otterloo AJ, Kreis RW. Open abdomen management: A
review of its history and a proposed management algorithm. Med Sci
Monit. 2013;19:524–33.
10. Malbrain ML, Cheatham ML, Kirkpatrick A, Sugrue M, Parr M, De Waele J,
Balogh Z, Leppäniemi A, Olvera C, Ivatury R, D'Amours S, Wendon J, Hillman
K, Johansson K, Kolkman K, Wilmer A. Results from the international
conference experts on intra-abdominal hypertension and abdominal
compartment syndrome. I. Definitions. Intensive Care Med. 2006;32:722–32.
11. Kirkpatrick AW, Roberts DJ, De Waele J, Jaeschke R, Malbrain ML, De
Keulenaer B, Duchesne J, Bjorck M, Leppaniemi A, Ejike JC, Sugrue M,
Cheatham M, Ivatury R, Ball CG, Reintam Blaser A, Regli A, Balogh ZJ,
D'Amours S, Debergh D, Kaplan M, Kimball E, Olvera C. Pediatric Guidelines
Sub-Committee for the World Society of the Abdominal Compartment
Syndrome: Intra-abdominal hypertension and the abdominal compartment
syndrome: updated consensus definitions and clinical practice guidelines
from the World Society of the Abdominal Compartment Syndrome.
Intensive Care Med. 2013;39:1190–206.
Huang and Li Military Medical Research  (2016) 3:10 Page 5 of 7
12. Balogh ZJ, Lumsdaine W, Moore EE, Moore FA. Postinjury abdominal
compartment syndrome: from recognition to prevention. Lancet.
2014;384:1466–75.
13. De Laet IE, Ravyts M, Vidts W, Valk J, De Waele JJ, Malbrain ML. Current
insights in intra-abdominal hypertension and abdominal compartment
syndrome: open the abdomen and keep it open! Langenbecks Arch Surg.
2008;393:833–47.
14. Ivatury RR. Update on open abdomen management: achievements and
challenges. World J Surg. 2009;33:1150–3.
15. Pommerening MJ, Kao LS, Sowards KJ, Wade CE, Holcomb JB, Cotton
BA. Primary skin closure after damage control laparotomy. Br J Surg.
2015;102:67–75.
16. Strang SG, Van Imhoff DL, Van Lieshout EM, D'Amours SK, Van Waes OJ.
Identifying patients at risk for high-grade intra-abdominal hypertension
following trauma laparotomy. Injury. 2015;46:843–8.
17. Sugrue M, D'Amours SK, Joshipura M. Damage control surgery and the
abdomen. Injury. 2004;35:642–8.
18. Shirah GR, O'Neill PJ. Intra-abdominal Infections. Surg Clin North Am.
2014;94:1319–33.
19. Weber DG, Bendinelli C, Balogh ZJ. Damage control surgery for abdominal
emergencies. Br J Surg. 2014;101:e109–118.
20. Jansen JO, Thomas R, Loudon MA, Brooks A. Damage control resuscitation
for patients with major trauma. BMJ. 2009;338:1436–40.
21. Malbrain ML, Cheatham ML, Kirkpatrick A, Sugrue M, De Waele J, Ivatury R.
Abdominal compartment syndrome: it's time to pay attention! Intensive
Care Med. 2006;32:1912–4.
22. Open Abdomen Advisory Panel, Campbell A, Chang M, Fabian T, Franz
M, Kaplan M, Moore F, Reed RL, Scott B, Silverman R. Management of
the open abdomen: from initial operation to definitive closure. Am
Surg. 2009;75:S1–S22.
23. Schecter WP, Ivatury RR, Rotondo MF, Hirshberg A. Open abdomen after
trauma and abdominal sepsis: a strategy for management. J Am Coll Surg.
2006;203:390–6.
24. Terzi C, Egeli T, Canda AE, Arslan NC. Management of enteroatmospheric
fistulae. Int Wound J. 2014;11:17–21.
25. Mao Q, Wang J, Kong W, Li Y, Li J. Clinical efficacy of allogeneic cross-linked
dermal dressing for the treatment of enteroatmospheric fistula in patients
with open abdomen. Chin J Dig Surg. 2014;13:951–5.
26. Bruhin A, Ferreira F, Chariker M, Smith J, Runkel N. Systematic review and
evidence based recommendations for the use of Negative Pressure Wound
Therapy in the open abdomen. Int J Surg. 2014;12:1105–14.
27. Majercik S, Kinikini M, White T. Enteroatmospheric Fistula: From Soup to
Nuts. Nutr Clin Pract. 2012;27:507–12.
28. Nagy KK, Fildes JJ, Mahr C, Roberts RR, Krosner SM, Joseph KT, Barrett J.
Experience with three prosthetic materials in temporary abdominal wall
closure. Am Surg. 1996;62:331–5.
29. Bradley MJ, Dubose JJ, Scalea TM, Holcomb JB, Shrestha B, Okoye O, Inaba
K, Bee TK, Fabian TC, Whelan JF, Ivatury RR; AAST Open Abdomen Study
Group. Independent Predictors of Enteric Fistula and Abdominal Sepsis
After Damage Control Laparotomy Results From the Prospective AAST
Open Abdomen Registry. JAMA Surg. 2013;148:947–54.
30. D’Hondt M, Devriendt D, Van Rooy F, Vansteenkiste F, D’Hoore A,
Penninckx F, Penninckx F, Miserez M. Treatment of small-bowel fistulae
in the open abdomen with topical negative-pressure therapy. Am J
Surg. 2011;202:e20–24.
31. Di Saverio S, Tarasconi A, Inaba K, Navsaria P, Coccolini F, Costa Navarro D,
Mandrioli M, Vassiliu P, Jovine E, Catena F, Tugnoli G. Open Abdomen
with Concomitant Enteroatmospheric Fistula: Attempt to Rationalize the
Approach to a Surgical Nightmare and Proposal of a Clinical Algorithm.
J Am Coll Surg. 2015;220:e23–33.
32. Marinis A, Gkiokas G, Argyra E, Fragulidis G, Polymeneas G, Voros D.
"Enteroatmospheric fistulae"–gastrointestinal openings in the open
abdomen: a review and recent proposal of a surgical technique. Scand J
Surg. 2013;102:61–8.
33. Yin J, Wang J, Yao D, Zhang S, Mao Q, Kong W, Ren L, Li Y, Li J. Is It Feasible
to Implement Enteral Nutrition in Patients With Enteroatmospheric Fistulae?
A Single-Center Experience. Nutr Clin Pract. 2014;29:656–61.
34. Smith BP, Adams RC, Doraiswamy VA, Nagaraja V, Seamon MJ, Wisler J,
Cipolla J, Sharma R, Cook CH, Gunter OL, Stawicki SP. Review of Abdominal
Damage Control and Open Abdomens: Focus on Gastrointestinal
Complications. J Gastrointestin Liver Dis. 2010;19:425–35.
35. Diaz Jr JJ, Dutton WD, Ott MM, Cullinane DC, Alouidor R, Armen SB, Bilanuik
JW, Collier BR, Gunter OL, Jawa R, Jerome R, Kerwin AJ, Kirby JP, Lambert
AL, Riordan WP, Wohltmann CD. Eastern Association for the Surgery of
Trauma: A Review of the Management of the Open Abdomen—Part 2
“Management of the Open Abdomen”. J Trauma. 2011;71:502–12.
36. Cheesborough JE, Park E, Souza JM, Dumanian GA. Staged management of
the open abdomen and enteroatmospheric fistulae using split-thickness
skin grafts. Am J Surg. 2014;207:504–11.
37. Diaz Jr JJ, Cullinane DC, Khwaja KA, Tyson GH, Ott M, Jerome R, Kerwin AJ,
Collier BR, Pappas PA, Sangosanya AT, Como JJ, Bokhari F, Haut ER, Smith
LM, Winston ES, Bilaniuk JW, Talley CL, Silverman R, Croce MA. Eastern
Association for the Surgery of Trauma: The open abdomen part III A
review of “abdominal wall reconstruction”. J Trauma Acute Care Surg.
2013;75:376–86.
38. DiCocco JM, Magnotti LJ, Emmett KP, Zarzaur BL, Croce MA, Sharpe JP,
Shahan CP, Jiao H, Goldberg SP, Fabian TC. Long-Term Follow-Up of
Abdominal Wall Reconstruction after Planned Ventral Hernia: A 15-Year
Experience. J Am Coll Surg. 2010;210:686–98.
39. Fischer PE, Fabian TC, Magnotti LJ, Schroeppel TJ, Bee TK, Maish 3rd
GO, Savage SA, Laing AE, Barker AB, Croce MA. A ten-year review of
enterocutaneous fistulas after laparotomy for trauma. J Trauma.
2009;67:924–8.
40. Uranues S, Salehi B, Bergamaschi R. Adverse events, quality of life, and
recurrence rates after laparoscopic adhesiolysis and recurrent incisional
hernia mesh repair in patients with previous failed repairs. J Am Coll
Surgeons. 2008;207:663–9.
41. Brock WB, Barker DE, Burns RP. Temporary closure of open abdominal
wounds: the vacuum pack. Am Surg. 1995;61:30–5.
42. Barker DE, Kaufman HJ, Smith LA, Ciraulo DL, Richart CL, Burns RP. Vacuum
pack technique of temporary abdominal closure: a 7-year experience with
112 patients. J Trauma. 2000;48:201–6.
43. Scott BG, Feanny MA, Hirshberg A. Early definitive closure of the open
abdomen: A quiet revolution. Scand J Surg. 2005;94:9–14.
44. Boele van Hensbroek P, Wind J, Dijkgraaf MG, Busch OR, Goslings JC.
Temporary Closure of the Open Abdomen: A Systematic Review on
Delayed Primary Fascial Closure in Patients with an Open Abdomen. World
J Surg. 2009;33:199–207.
45. Barker DE, Green JM, Maxwell RA, Smith PW, Mejia VA, Dart BW, Cofer JB,
Roe SM, Burns RP. Experience with vacuum-pack temporary abdominal
wound closure in 258 trauma and general and vascular surgical
patients. J Am Coll Surg. 2007;204:784–92.
46. Quyn AJ, Johnston C, Hall D, Chambers A, Arapova N, Ogston S, Amin AI.
The open abdomen and temporary abdominal closure systems – historical
evolution and systematic review. Colorectal Dis. 2012;14:e429–38.
47. Miller PR, Meredith JW, Johnson JC, Chang MC. Prospective evaluation of
vacuum-assisted fascial closure after open abdomen: planned ventral hernia
rate is substantially reduced. Ann Surg. 2004;239:608–14.
48. Acosta S, Bjarnason T, Petersson U, Pålsson B, Wanhainen A, Svensson M,
Djavani K, Björck M. Multicentre prospective study of fascial closure rate
after open abdomen with vacuum and mesh-mediated fascial traction.
Br J Surg. 2011;98:735–43.
49. Willms A, Güsgen C, Schaaf S, Bieler D, von Websky M, Schwab R.
Management of the open abdomen using vacuum-assisted wound
closure and mesh-mediated fascial traction. Langenbecks Arch Surg.
2015;400:91–9.
50. Rasilainen SK, Mentula PJ, Leppäniemi AK. Vacuum and mesh-mediated
fascial traction for primary closure of the open abdomen in critically ill
surgical patients. Br J Surg. 2012;99:1725–32.
51. Demetriades D. Total management of the open abdomen. Int Wound J.
2012;9:17–24.
52. Regner JL, Kobayashi L, Coimbra R. Surgical Strategies for Management of
the Open Abdomen. World J Surg. 2012;36:497–510.
53. Cheatham ML, Demetriades D, Fabian TC, Kaplan MJ, Miles WS, Schreiber
MA, Holcomb JB, Bochicchio G, Sarani B, Rotondo MF. Prospective Study
Examining Clinical Outcomes Associated with a Negative Pressure Wound
Therapy System and Barker’s Vacuum Packing Technique. World J Surg.
2013;37:2018–30.
54. Schecter WP. Management of enterocutaneous fistulas. Surg Clin North Am.
2011;91:481–91.
55. Ramsay PT, Mejia VA. Management of enteroatmospheric fistulae in the
open abdomen. Am Surg. 2010;76:637–9.
Huang and Li Military Medical Research  (2016) 3:10 Page 6 of 7
56. Subramaniam MH, Liscum KR, Hirshberg A. The floating stoma: a new
technique for controlling exposed fistulae in abdominal trauma. J Trauma.
2002;53:386–8.
57. Goverman J, Yelon JA, Platz JJ, Singson RC, Turcinovic M. The “Fistula VAC”,
a technique for management of enterocutaneous fistulae arising within the
open abdomen: report of 5 cases. J Trauma. 2006;60:428–31.
58. Tavusbay C, Genc H, Cin N, Kar H, Kamer E, Atahan K, Haciyanli M: Use of a
vacuum‑assisted closure system for the management of enteroatmospheric
fistulae. Surg Today 2014, 28 [Epub ahead of print]
59. Timmons J, Russell F. The use of negative pressure wound therapy to
manage enteroatmospheric fistulae in two patients with large abdominal
wounds. Int Wound J. 2014;11:723–9.
60. Layton B, Dubose J, Nichols S, Connaughton J, Jones T, Pratt J.
Pacifying the open abdomen with concomitant intestinal fistula:
a novel approach. Am J Surg. 2010;199:e48–50.
61. Makhdoom ZA, Komar MJ, Still CD. Nutrition and enterocutaneous
fistulas. J Clin Gastroenterol. 2000;3:195–204.
•  We accept pre-submission inquiries 
•  Our selector tool helps you to find the most relevant journal
•  We provide round the clock customer support 
•  Convenient online submission
•  Thorough peer review
•  Inclusion in PubMed and all major indexing services 
•  Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit
Submit your next manuscript to BioMed Central 
and we will help you at every step:
Huang and Li Military Medical Research  (2016) 3:10 Page 7 of 7
